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[ C A S E  R E P O R T ]

ABSTRACT
A 15-year-old Caucasian boy with a diagnosis of confluent and reticulated papillomatosis who had received numerous

treatments with minimal responses cleared with a 20-week course of 13-cis-retinoic acid and has remained in remission.
It is important to consider the use of oral retinoids in the treatment of this stubborn, unsightly, and psychologically
upsetting disease.  (J Clin Aesthetic Dermatol. 2010;3(7):56–57.)
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This case describes a 15-year-old Caucasian boy who
presented with a pruritic, brownish eruption of a
few years’ duration that was treated with

diphenhydramine hydrochloride cream and moisturizers.
His past history is unremarkable except for being
premature due to abruptio placenta. He is overweight and
plays football. His prior skin diagnoses include eczema, for
which he was given topical steroids, and tinea versicolor,
which responded minimally to oral and topical
ketoconazole.

On physical examination, the patient had brownish-tan
sessile, velvety, hyperkeratotic, coalescing papules on the
chest, back, nape of neck, and extensor surfaces of upper
arms (Figures 1 and 2). Scraping produced a powdery
scale.

A biopsy showed horn formation and was difficult to
assess (Figure 3). Asteatotic eczema, pityriasis rubra
pilaris, acanthosis, and fungus were considered and
dismissed. In view of the deeper sections and the history,
a diagnosis of confluent and reticulated papillomatosis of
Gougerot et Carteaud (also known as Gougerot-Carteaud
syndrome) was made.

Treatment began with minocycline 100mg daily for
three months. The dosage was tapered to 50mg daily over
the next three months as the lesions faded and the
patient’s skin felt smooth. Unfortunately, the lesions began
to return, and isotretinoin was started at 1mg/kg or 60mg
twice daily with food for 20 weeks. The patient’s
triglycerides were monitored and fenofibrate was added in

the third month of the regimen. The patient had an
excellent response—the unsightly lesions were eliminated
and his skin became smooth (Figures 4 and 5). 

DISCUSSION
Confluent and reticulated papillomatosis is a rare disease

affecting teenagers who initially develop 1 to 2mm
erythematous papules that become brownish
hyperkeratotic 4 to 5mm papules, which coalesce with a
peripheral reticulate pattern. The lesions occur over the
trunk and extensor surfaces sparing the mucous
membranes.1 Gougerot and Carteaud first described
confluent pigmented reticulated papillomatosis in 1927 and
1932.2,3 Wise described the first case in the United States 10
years later.4 Two other variants are nummular and punctate
papillomatosis. Familial cases have been noted. The
prevalence of males to females and African Americans to
Caucasians is debatable as many cases are not reported.5

There has been a constant argument as to the
classification of Gougerot-Carteaud syndrome; however, it
is generally agreed that it is a distinct entity from
acanthosis nigricans. Some authors feel it may represent
an endocrine disturbance including a relation to Cushing’s
disease, irregular menstruation, diabetes mellitus, thyroid,
pituitary, hirsutism, hypertrichosis, obesity, an abnormal
reaction to fungi, Pityrosporum or bacteria, a hereditary
disorder, or a variant of amyloidosis. Histology and the
lack of positive correlation to blood workups mitigate
against these proposals.6
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Electron microscope and immunohistochemical studies
show abnormal keratinocyte differentiation, increased
transition cell layer, and increased lamellar granules in the
stratum granulosum as well as increased melanosomes in
the stratum corneum.7 Involucrin, keratin 16, and Ki-67
expression are increased.8 Although the etiology of this
disorder remains unknown, the defect in keratinization
suggest its pathophysiology.

The disease exacerbates and remits. Minocycline has
been used to treat Gougerot-Carteaud syndrome with
some success; however, it usually recurs.9 Pathological
studies indicating abnormal keratinization may be the
basis for the use of a retinoid as treatment. Vitamin A,
tretinoin cream, and etretinate have been used in the past
with some success.10–12 Isotretinoin (2mg/kg/day) for two
months with the dosage reduced to 1.14mg/kg/day
beginning with the third month was used in a patient and
there were no recurrences.5 Recommended dosages for
the use of isotretinoin is 0.5mg/kg/day to 2mg/kg/day. The
1mg/kg/day dosage was prescribed to the patient reported
in this case and was administered for the recommended 20
weeks of treatment with excellent results.13

CONCLUSION
Since this disorder causes extreme distress to patients, it

is imperative that treatment be effective and swift.
Considering the pathophysiology of confluent and reticulated
papillomatosis, it seems reasonable to use oral retinoid
therapy, which should be considered the treatment of choice
for Gougerot-Carteaud syndrome. Oral retinoid therapy may
bring a prolonged response and control of an unsightly,
annoying, psychologically upsetting disease in young people. 
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Figure 1. Velvety, brown, hyperkeratotic
lesions on the back

Figure 2. Lesions on the abdomen

Figure 4. The patient’s back post-
treatment—smooth skin

Figure 5. The patient’s chest post-
treatment

Figure 3. 20x magnification


